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Joshua Beebe
Compassion Fatigue and Compassion
Satisfaction: Experiences of Helping
Professionals in the Homeless Workforce
Abstract
Homeless workforce staff perform their duties with clients for whom themes of crisis,
suffering and distress are common. Such working conditions are characteristic of settings in
which workers are vulnerable to workplace stress and burnout. Compassion for those we help
can affect us in positive and negative ways. Using a cross-sectional design, 44 homeless
workforce staff in one large agency completed a 87-item online questionnaire designed to
examine burnout and secondary trauma and whether the personal characteristics of empathy and
reactivity would be associated with improved workplace functioning (less burnout and greater
job satisfaction). Contrary to our expectations, this sample had average levels of burnout
and secondary traumatic stress, both falling in the 50th percentile. Professional satisfaction (CS)
scores also fell in the 50th percentile.
Recent work by Ferris et al. (2016) suggests that mission identification is a potent
mediator of the potentially negative effects of difficult work environments. We found that
personal characteristics of the worker may also impact stress scores and we recommend that both
of these dimensions be included in future studies of this population. This study would not have
been possible without the support of staff and administration of Boston Health Care for the
Homeless. This organization, whose history and contributions to the care of homeless adults and
families have set international standards for such programs, welcomed the study and promoted
its completion
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CHAPTER I
Introduction
Homelessness deprives individuals of...basic needs, exposing them to risky, unpredictable
environments. In short, homelessness is more than the absence of physical shelter, it is a
stress-filled, dehumanizing, dangerous circumstance in which individuals are at high risk
of being witness to or victims of a wide range of violent events. (Fitzpatrick, LaGory, &
Ritchey, 1999, p. 438-47)
Staff in the homeless workforce perform their duties with clients for whom themes of
crisis, suffering and distress are common. Such working conditions are characteristic of settings
in which workers are vulnerable to workplace stress and burnout. Compassion for those we help
can affect us in positive and negative ways. There is a substantial literature on compassion
fatigue among first responders which suggests that both risk and protective factors play a role in
whether or not compassion fatigue (CF) will develop. This study explores compassion fatigue in
the homeless workforce and examines personal characteristics hypothesized to serve a protective
function, specifically interpersonal reactivity, empathy, and prior exposure to life-threatening
experiences. Forty-four volunteers completed an 87-item online survey during a 5 week period
in the winter of 2016. In addition to providing demographic information, respondents answered
questions about personal empathy (Davis, 1980) and completed the Professional Quality of Life
Scale (Stamm, 2010) as well as a brief trauma questionnaire (Schnurr, Spiro III, Vielhauer,
Findler, & Hamblen, 2002).
This researcher has a personal interest in the field. As an MSW candidate at Smith
College School for Social Work I had the extraordinary opportunity to complete a clinical
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internship at Boston Healthcare for the Homeless Program and to bear witness, first hand, to the
nature of care-giving work there. Themes of crisis, suffering, and distress were common among
the homeless adults and families we served, and I witnessed firsthand how helping professional
provide services to this community. It was an extraordinary learning experience and also
provided an opportunity for me to observe, record, and take action in the form of this research
project which I hope will add data to the growing literature on evidence-based practices to
support helping professionals serving the homeless community.
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CHAPTER II
Literature Review
This review will be presented in three sections: 1) a review of the concept of compassion
fatigue, including the impact of CF on organizations, 2) literature examining the impact of
homelessness on client adjustment and suffering, and 3), studies specifically exploring CF in the
homeless caregiving workforce.
Compassion Fatigue
Charles Figley, one of the pioneering researchers in secondary traumatic stress, coined
the term “compassion fatigue” to emphasize the normative development of chronic stress that
may develop when caregivers perform their duties with clients for whom themes of crisis,
suffering and distress are common. Compassion fatigue is characterized as “the negative aspects
of providing care to those who have experienced extreme or traumatic stressors… includ[ing]
feelings of being overwhelmed by the work that are distinguished from feelings of fear
associated with the work" (Stamm, 2010, p. 21).
Compassion fatigue (CF) symptoms include exhaustion, hyper-vigilance, avoidance, and
numbing (Baird & Kracen, 2006). Heightened emotions such as anger, grief, despair, frustration,
emotional and physical exhaustion, depersonalization, reduced sense of personal
accomplishment, high stress, diminished capacity for empathy and compassion, work related
trauma, and health problems have also been reported (Newell & MacNeil, 2010; Stamm, 2010;
Tehrani, 2007; Whitfield &Kanter, 2014). Reoccurrence of nightmares and flashbacks to
traumatic events have also been documented as have increased rates of substance abuse and
compulsive behaviors and poor self-care (“Compassion Fatigue Awareness Project,” n.d., 2013).
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Compassion Fatigue Model
Professional quality of life for those providing care has been a topic of growing interest
over the past twenty years. Research has that shown those who help people that have been
exposed to traumatic stressors are at risk for developing negative symptoms associated with
burnout, depression, and posttraumatic stress disorder. Typically known as secondary
traumatization or vicarious traumatization, in this body of literature the positive feelings about
people’s ability to help are known as compassion satisfaction (CS). The negative, secondary
outcomes have variously been identified as burnout (BO), countertransference, compassion
fatigue (CF) and secondary traumatic stress (STS), and vicarious traumatization (VT).
Figure 1: Diagram of Professional Quality of Life (Stramm, 2009-2012)

While the incidence of developing problems associated with the negative aspects of
providing care seems to be low, they are serious and can affect an individual, the care they
provide, and their organizations. The positive aspects of helping can be viewed as altruism;
feeling good that you can do something to help. “The negative effects of providing care are
aggravated by the severity of the traumatic material to which the helper is exposed, such as direct
contact with victims, particularly when the exposure is of a grotesque and graphic nature. The
4

outcomes may include burnout, depression, increased use of substances, and symptoms of
posttraumatic stress disorder” (Stramm, 2010, p. 8).
Compassion fatigue has two main components, both of which can be measured using
standardized tools: 1) compassion satisfaction, and its negative, 2) compassion fatigue (Stamm,
2010). Compassion satisfaction (CS) refers to positive feelings about a person’s ability to help
and the pleasure helping professionals derive from being able to do their work well (Stamm,
2010). Compassion fatigue (CF) has two measurable components easily recognizable by workers
and managers: burnout (BO) and secondary traumatic stress (STS). Burnout, from a researcher
perspective, is associated with personal feelings of hopelessness and difficulties dealing with
work or in doing the job effectively (Stamm, 2010). Secondary traumatic stress is "the natural
consequent behaviors and emotions resulting from knowing about a traumatizing event
experienced by a significant other—the stress resulting from helping or wanting to help a
traumatized or suffering person" (Figley, 1995, p.7).
The Compassion Stress and Fatigue Model identifies 10 variables thought to contribute to
compassion fatigue (Figley, 2002). These are: empathic ability, empathic concern, exposure to
the client, empathic response, compassion stress, sense of achievement, disengagement,
prolonged exposure, traumatic recollections, and life disruption.
Empathic ability is "the aptitude of the psychotherapist for noticing the pain of others"
(Figley, 2002, p. 1436). This allows the helping professional to be emphatic and to connect with
the patient so the work is meaningful. The ability to empathize is critical to both helping others
and being vulnerable to the cost of caring.
Empathic concern is "the motivation to respond to the people in need" (Figley, 2002, p.
1436). However, direct exposure to the suffering of patients also puts workers at risk factor for
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developing compassion fatigue. Perron, Alexander-Eitzman, Gillespie, &Pollio (2008)
examined the marginalization of the homeless population and its potential impact on the morale
of the homeless workforce. People who are experiencing homeless are stigmatized by society,
are often present with complex needs, and with transitioning into homelessness are marked by
high levels of psychological distress (Ferris et al., 2016). Empathic response is the extent to
which the helping professional makes an effort to reduce the suffering through empathic
understanding (Figley, 2002). Such responses are the foundation of the therapeutic alliance.
Compassion stress is "the residue of emotional energy from the empathic response to the
client and is the on-going demand for action to relieve the suffering of a client" (Figley, 2002,
p.1437). With stress, significant intensity can have a negative impact on personal energy levels
and on the immune system.
Buffers to the development of compassion fatigue have also been identified. These
include a positive sense of achievement (Tehrani, 2007) and a helping professionals' ability to
disengage from themselves and the patient's sessions in which service is being delivered (Figley,
2002). Self-care, the capacity to disengage from work and to live lives outside of work, has been
emphasized by many researchers as key both protective and reparative (2002; Tehrani, 2007;
Whitfield & Kanter, 2014; Sansbury, Graves, & Scott, 2015).
Traumatic recollections, defined as "memories that trigger the symptoms of PSTD and
associated reactions, such as anxiety and depressions" (Figley, 2002, p.1438), may result from
something the patient disclosed or an event that happened in session with the patient. Such
memories may provoke an emotional reaction in the helping professional and associated with
emotional distress.
The last variable in the model, life disruptions (such as unexpected changes in schedule,
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routine, and managing life responsibilities that demand attention) exacerbate stress reactions and
have been associated with development of compassion fatigue (Figley, 2012; Sprang, Clark, &
Whitt-Woosley, 2007).
Institutional Risk Factors
It has been estimated that 50% of helping professionals are at high risk of developing
signs of STS or the related condition of PTSD (National Child Traumatic Stress Network, 2011).
Risk factors are generally described in the literature from two perspectives; the individual and
the organization. Organizational factors that have been found to contribute to the development of
compassion fatigue include excessively high caseloads, lack of control or influence over agency
policies and procedures, unfairness in organizational structure and discipline, low peer and
supervisory support, and poor agency and on-the-job trainings (Barak, Nissly, & Levin, 2001;
Maslach, Schaufeli, &Leiter, 2001; Newell &MacNeil, 2010).
Caseload/client characteristics, especially prolonged exposure to the suffering of others
over a protracted period of time, is a strong predictor for development of CF. (Figley, 2002;
Newell &MacNeil, 2010; Brady et al., 1999; Creamer, 2002; Myers &Cornille, 2002; Simonds,
1996; Wee & Myers, 2002). Baird &Kracen (2006) conducted an extensive review of the
literature and concluded that “there is persuasive evidence that the amount of exposure to the
traumatic material of the patients does increase the likelihood of secondary traumatic stress” (p.
184).
From an administrative agency perspective, warning signs compassion fatigue in the
workforce include frequent absenteeism, chronic tardiness, chronic fatigue, evidence of poor
patient care, and low completion rates of clinical and administrative duties (Maslach, Schaufeli,
&Leiter, 2001; Maslach & Leiter, 1997; Newell &MacNeil, 2010). Unchecked, affected
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workforce will experience heightened stress, difficulty with concentration and memory, and, of
great risk to clients, withdrawal from acting compassionately (Whitfield &Kanter, 2014).
Several institutional factors have been identified that are can help protect caregivers from
developing compassion fatigue. These include having consistent supervision and realistic work
expectations. Consistent, regular supervision which allows helping professionals process
traumatic, stressful events and which provides support for the work being completed are
characteristic of protective work environments (Tehrani, 2007; Whitfield &Kanter, 2014). A
focus on self-care is also protective. Realistic work expectations include manageable workloads
and work responsibilities; the number of hours worked, and clearly defined professional
boundaries (Tehrani, 2007; Whitfield &Kanter, 2014). With that in mind, agencies that can be
flexible to support their staff, providing time off, shifting schedules, and ability to support
changes in workload are all examples of practices organizations can utilize to minimize
compassion fatigue. Organizations that place importance on education about Compassion
Fatigue, its symptoms, and methods to reduce compassion fatigue have been emphasized by
numerous authors (Figley, 2012; Whitfield &Kanter, 2014, Stamm, 2010).
Compensatory strategies for managing CF
There are many forms of self-care and harm reduction models to manage compassion
fatigue. Self-care and social supports have been emphasized in the literature as both protective
and compensatory strategies (Figley, 2002; Whitfield &Kanter, 2014). These include but are not
limited to exercise, spiritual connections, therapy, assessing workload, monitoring changes in
one's trauma-related thinking and feelings, being aware of one's own mental health and holding it
as priority, having and using peer support, learning about secondary trauma, positive supervision,
enjoying a well-balanced work/life balance, and mindfulness (Whitfield &Kanter, 2014, Stamm,
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2010). With regard to individual treatment, desensitization to traumatic stressors and exposure
dosing to maintain desensitization are identified as effective strategies (Figley, 2002).
Impact of CF on the individual and on the organization
Stamm, who identifies compassion fatigue as burnout and secondary traumatic stress,
identified how it CF impacts the individual if left untreated and unheard. Caregivers who report
high levels of burnout but low levels of secondary traumatic stress report having difficulty
finding meaning and significance in their work, as if nothing they do matters (Stamm, 2010).
Some measures to counteract these feelings of burnout are a shift in schedule or workload, or
taking time off from work to recharge. Helping professionals who have high levels of secondary
traumatic stress, but low levels of burnout have been exposed to traumatic or stressful events and
patients (Stamm, 2010). A caregiver in this situation enjoys the work they do but report higher
levels of stress. Peer and supervision support can support helping professionals' process these
traumatic and stressful events.
Caregivers who are experiencing high levels of burnout and secondary traumatic stress
are more distressed and report feeling overwhelmed and useless in the work setting and have fear
related to an event that the individual was exposed to at work, either from clients or institutional
factors (Stamm, 2010). Recognizing burnout is a key supervisory responsibility as is identifying
this with the supervisee and providing support for the employee to take steps to support their
mental health. This should include providing educational information to employees about selfcare and the nature of risks in the particular work environment. Such resources are readily
available through the Compassion Fatigue Awareness Project
(http://www.compassionfatigue.org) and provide information for workers, supervisors, and
agency administration. Organizational symptoms of compassion fatigue include high
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absenteeism, constant changes in co-workers relationships, inability for teams to work well
together, desire among staff members to break company rules, outbreaks of aggressive behaviors
among staff, inability of staff to complete assignments and tasks, inability of staff to respect and
meet deadlines, lack of flexibility among staff, negativism towards management, strong
reluctance towards management, strong reluctance toward change, inability of staff to believe
improvement is possible, and lack of a vision for the future (Compassion Awareness Project,
2013).
Homelessness as Trauma
Despite ongoing issues with stigma, the general US population is concerned and
empathetic towards the social issue of homelessness (Manrique, 1995; Link et al., 1995). The
individual, systematic, and institutional work needed to support this population is enormous.
Goodman, Saxe, and Harvey (1991) argue that homelessness itself is a risk factor for
psychological trauma and development of emotional distress. Homelessness disrupts social
bonds and intimate, long-lasting relationships and attachments (disaffiliation), and creates a
sense of powerlessness and learned helplessness. Families are broken up while seeking shelter or
in transitional housing. Separation from close friends and loved ones, a disruption social roles
and patterns, promotes distrust and can lead to isolation. How individuals and families who are
experiencing homelessness navigate, access, and utilized services frequently renders them unable
to control their day to day routines and lives. Other sources of stress include the sudden or
gradual loss of one's home and traumatic experiences in shelter care.
People who are experiencing homeless do not have their own safe space to retreat to and
are stripped of accustomed social roles, basic needs, and dignity. The loss of personal control
and learned helplessness is associated with development of an entrenched and pervasive
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passivity that furthers the cycle of homelessness (Bauer, Baggett, Stern, O’Connell, & Shtasel,
2013). In addition to exposure to the trauma of homelessness, in this population, mental health
and substance use are in higher rates in this population than those who are housed.
Individuals who experience homelessness are at risk for higher rates of mental health
issues, trauma, and substance use. In a point in time survey of sheltered homeless adults, 34.7%
were rated as having active substance use issues (Baylor, 2014). Substance Abuse Mental Health
Services (2011) documents the incidence of trauma across the lifespan of homeless individuals.
Over 92% of mothers who are homeless have experienced severe physical and/or sexual abuse
during their lifetime. Homeless youth, when compared to house peers, have higher rates of mood
disorders, suicide attempts, conduct disorders, and posttraumatic stress disorder (PTSD). Female
and male veterans returning from active duty who are experience homelessness may suffer from
combat-related trauma, military sexual trauma, and Traumatic Brain Injury (TBI) in addition
other traumatic stressors.
Empirical evidence of the impacts of homelessness on the individual
Schutt, Meschede & Rierdan (1994) interviewed 218 homeless adults in Boston shelters
in 1990 and documented higher levels of distress than those whose housing had been stabilized.
In addition, health problems, being a member of a minority group, and childhood trauma were
associated with more distress. Social supports lowered distress and suicidality.
Trauma exposure is high among homeless adults. Hopper, Bassuk, & Oliver (2010), in an
exhaustive review of the existing literature, concluded that, due to the high rates of trauma within
the homeless population, Trauma Inform Care (TIC) practices should be implemented in
programs and organizations who treats individuals who are experiencing homelessness.
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Staff in the homeless workforce performs their duties with clients for whom themes of
crisis, suffering and distress are common. Such working conditions are characteristic of settings
in which workers are vulnerable to workplace stress and burnout. Compassion for those we help
can affect us in positive and negative ways (Stamm, 2010; Figley, 2002; Sprang, Clark, & WhittWoosley, 2007; Newell &MacNeil, 2010).
Compassion Fatigue in the Homeless Workforce
Two databases, PsychInfo and PubMed, were searched to identify research on
compassion fatigue among helping professionals, with special interest in the homeless
workforce. Search terms included: homeless, homelessness, compassion fatigue, burnout,
professional burnout, vicarious trauma, secondary traumatic stress, and secondary stress. Many
articles discussed compassion fatigue and burnout among first responders and front line workers
in many fields. However, only a handful of articles addressed CF in the homeless workforce.
Hagen & Hutchison (1988) identified 25% of their homeless workforce sample as having
experienced a moderate level of emotional exhaustion. Winter (2012) interviewed administrative
staff at Boston Healthcare for the Homeless, United Neighborhood Health Services, and the
Harborview Medical Center in Seattle who identified CF in the workforce within their own
individual agencies. Both articles identified strategies to help reduce compassion fatigue,
feelings of burnout and secondary traumatic stress, emphasizing ongoing staff training and an
enhanced focus on strengthening the homeless services workforce.
The literature also observes how team structure impacts development of compassion
fatigue and describes best practices to minimize compassion fatigue. These include diverse
multidisciplinary teams, strong supervision, formal staff support, informal staff support and a
focus on trainings. Research on case management recommend contextual case management, a
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mindful of culture, positive engagement-relationships and advocacy, and a coordinated and wellmanaged system of ethics and communication within the organization (Olivet, McGraw,
Grandin, &Bassuk, 2010. Milaney, 2012a; 2012b).
Sutton-Brock (2014) found that the majority of the caseworkers in their sample met
criteria for burnout: 38.8% experienced high rates of overall burnout; 72.2% experienced
moderate and high levels of burnout. Organizational difficulties associated with moderate and
high BO groups included: navigating through complex levels of multiple systems of care, low
client program compliance, and limited or compromised resources (Sutton-Brock, 2014). Young
(2011) investigated psychotherapists’ experience working with homeless clients. Participants
identified the sources of their burnout with complex work environment, individual coping, and
organizational coping.
In early 2016, a team of researchers led by Ferris observed compassion fatigue and job
satisfaction of helping professionals providing direct care within the homeless sector. They
identified the important theme of organizational identity as a mediating factor in the
development of CF. Using mixed methods approach of cross sectional survey (n=60) and
individual interview (n=26) participants were asked to reflect on levels of client suffering and
attribute emotions in a hypothetical client task, feelings of burnout, job satisfaction, and
organizational identification (Ferris et al., 2016). A significant relationship was found between
perceived higher client suffering, higher job satisfaction, and lower levels of burnout. Caregivers
working with this population were able to recognize the suffering their clients were experiencing,
but rather than adding stress, helping professionals felt it as a motivating force to conduct work
and add to their organization identity. Ferris and colleagues found that “a mediating role for
organizational identification, such that recognizing suffering predicted greater identification with
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the organization, which fully mediated the relationship between suffering and job satisfaction,
and also between suffering and burnout” (Ferris et al., 2016, p.1). They coined this as the
"Florence Nightingale effect." This in turn impacted and increased levels of job satisfaction
while reversing feelings of burnout.
This small group of important studies documents a complex interaction between
organizational, individual, and caseload characteristics in the evolution of compassion fatigue.
The next section describes our study, undertaken at Boston Healthcare for the Homeless
Program, which examines compassion fatigue (CF) in a workforce specializing in the care of
adults and families who are experiencing homelessness.
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CHAPTER III
Methodology
Overview
The purpose of this study was to explore the experience of compassion fatigue among
helping professional working with adults or families who are experiencing homelessness. The
study asks if helping professional in the homeless workforce experience compassion fatigue and,
if they do, can we identify protective and risk factors that affect the development of burnout and
secondary traumatic stress. The following domains were examined: interpersonal reactivity and
empathy, exposure to trauma, and personal factors such as age, education, department, location,
and years worked in the field. The study hypothesized that high levels of empathy and high
exposure to trauma will act as a risk factor in the development of CF. We also examined
personal characteristics and support characteristics in the work environment which may act as
protective factors or buffers against the development of CF.
This is a collaborative study with Boston Health Care for the Homeless Program. With
the input of Director of Behavioral Health, the Chief Operating Officer, Director of Human
Resources and Head of the Research Department at Boston Healthcare for the Homeless
(BHCHP), staff were invited to participate via email. Participation was voluntary and
anonymous. Potential participants were asked to click on a link to an online questionnaire hosted
on SurveyMonkey (Appendix D). Due to an initially low response rate, the invitation email to
the staff was sent out several times, and the researcher promoted at Behavioral Health Team
meeting and Jean Yawkey Way Clinic Staff Meeting.
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Research Design
This exploratory study utilized cross-sectional methods with the aim to produce
generalizable findings.
Sample
A non-probability convenience sample was used to recruit helping professional from
BHCHP. Seventy potential participants visited the online survey and attempted the screening
questions; all of them met the eligibility requirements as determined by the initial screening
questions (Appendix D). The responses of twenty-eight subjects were excluded; a) eligible to
participate but did not answer questions beyond the screening questions (n=20), and those who
started the survey, but did not complete a sufficient number of items (n-8). Forty-four
participants signed the informed consent and completed the online survey (N=44).
Inclusion criteria. Eligibility to participate in the study was determined by the following
criteria: 1) to be 18 years of age or older, 2) able to read and write in English, 3) be currently
employed by BHCHP, and 4) be a willing participant in the study as indicated by agreeing to the
letter of informed consent.
Exclusion criteria. Subjects not meeting inclusion criteria and anyone who did not agree
to participate by signing the informed consent.
Recruitment Procedures
An agency-wide email was sent to all employees describing the project and inviting them
to participate (Appendix E). A link for the online survey was included in the email. A second
email was sent two weeks later. Data was collected for one month in the winter of 2016.
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Ethics and Safeguards
Risk of participation. It was felt that participation in the study would possibly increase
awareness about personal distress of some potential respondents. A list of online educational and
support resources and self-care suggestions were provided to respondents; these were listed on
the informed consent page (Appendix B). Additional resources included directions for how to
access employee assistance support within BHCHP, and a suggestion to discuss any issues with
their supervisor.
To avoid any bias or influence to participate in this study, care was taken to assure
participants of the voluntary and anonymous nature of participation in both the recruitment email
and the letter of consent, specifically indicating that their supervisors nor the agency would know
if they choose to participate or not.
Benefits of participation. It was hoped that participants would gain satisfaction by
knowing that they contributed to a research project that had the potential to inform best-practices
within the agency. Participants could also gain insight and awareness about their own responses
and adjustment in this work environment.
Informed Consent Procedures
The Informed Consent was presented in an electronic format. Participants could print a
copy of the informed consent. Agreement to enroll in the study was indicated by clicking on the
"I agree" button in the online survey, after which participants were automatically directed to the
survey. Potential participants who declined the informed consent did so by clicking "I do not
agree" and were automatically directed to an exit screen. A copy of the Informed Consent may
be found in Appendix B. See Appendix C for a copy of the BHCHP Research Department
Confidentiality Agreement

17

Confidentiality
Data were collected anonymously. Only the researcher and his faculty advisor had access
to the raw data files. Data were reviewed to insure that no personally identifiable information
was inadvertently entered by the participant. Once cleaned, the data were aggregated for
analysis. No individual data was shared with agency management.
Data Management
Data were collected using SurveyMonkey Secure Sockets Layer (SSL) encryption. SSL
encryption protects respondents' information using both server authentication and data
encryption, ensuring that user data is safe, secure, and available only to authorized persons as it
moves along communication pathways between the respondents' computer and SurveyMonkey
servers (SurveyMonkey, 2012). Data were downloaded onto encrypted electronic media in the
researcher's possession. Specifically, files will be exported through an encrypted channel in
Excel format and stored in a password protected file on the researcher's computer. No
documents related to the study were stored in "the cloud" or similar media. Survey settings were
configured so that IP addresses and other potentially identifying information such as email
addresses were not collected. All research materials including recordings, transcriptions,
analyses and consent/assent documents will be stored in a secure location for three years
according to federal regulations in the event that materials are needed beyond this initial study
after which they will be destroyed.
Subjects' responses were associated with an automatically generated code number,
preserving anonymity even to the researcher. The Smith College School for Social Work faculty
advisor, this researcher, and data analyst handled the same anonymous data, and per thesis
guidelines have signed a confidentiality agreement in order to protect the rights of participant
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anonymity. In all future use of this data, whether it is in presentations, publications, or MSW
thesis, data were aggregated to preserve anonymity.
Human Subjects Review
The Human Subject Review Board (HSRB) at Smith College, Northampton,
Massachusetts approved this study after assuring that all materials met Federal and college
standards for the protection of human subjects. A copy of the HSRB approval letters are
provided in Appendix A. The study was conducted at Boston Healthcare for the Homeless. A
copy of the confidentiality agreement may be found in Appendix C.
Quantitative Measures
A 99-item questionnaire included open-ended and multiple choice items, including: a)
three previously validated Likert-type measures; b) 13 demographic questions, and c) 12
questions about support in the work environment. The demographic questions were created by
the researcher based on his review of the literature. This researcher obtained permission to use
White's (2012) work environment questions, revised and repurposed for this study.
Demographic data. Demographic information collected included: age, education, total
years worked in the homeless workforce, years worked at BHCHP, average hours worked per
week during the past six months, current department, current work sites, description of work
activity, weeks worked in the past 6 months, hours spent face to face with patients, and patient
population (adults, children & families, or both).
Work environment. White studied compassion fatigue among medical interpreters
(2012) and included questions about the work environment as part of examining potential
protective features. Based on our literature review, 3 additional questions were added to the
White strategy. Questions were aimed at trying to identify both risk and protective factors

19

within the work environment of this particular population. This tool was approved by Smith
College School of Social Work Human Subject Review Board. At the launch of the survey, this
tool was removed at the request of BHCHP.
Validated Measures Used in the Study
This is a mixed method study using standardized measures to confidentially assess
compassion fatigue. Three previously validated questionnaires were employed after receiving
permission from measure authors.
Professional Quality of Life Scale (ProQOL), a 30-item questionnaire using a 5-point
like-type rating scale (Stamm, 2010). This is a widely used measure of the positive and negative
effects of working and supporting individuals who have experienced stressful events. The
measure was originally called the “Compassion Fatigue Self Test” and was developed by Charles
Figley in the late 1980's. In 1993, Stamm added the component of compassion satisfaction. By
the late 1990's the survey was renamed to ProQOL, and now has been translated into 11 different
languages. The inter‐scale correlations show 2% shared variance (r=‐.23; co‐σ = 5%; n=1187)
with Secondary Traumatic Stress and 5% shared variance (r=.‐.14; co‐σ = 2%; n=1187) with
Burnout. The shared variance between these two scales is 34% (r=.58; co‐σ = 34%; n=1187).
This scale is widely used to measure compassion fatigue and compassion satisfaction.
There are over 100 published research studies that use the ProQOL scale or a previous version of
it; demonstrating its good constructed validity (Stamm, 2010). Internal reliability in the
standardized scales was above the acceptable cutoff of 0.6: CS = 0.883, BO= 0.718, and
STS=0.792.
Individuals may take the ProQOL as part of a personal assessment of their status, or it may
be used as a research tool, as in this study. A simple conversion chart helps individuals place
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their scores within the (Stramm, 2010. For purposed of this study, raw scores are converted to tscores in order to be able to evaluate findings against the larger population. The mean score for
any of the scales is 50 with a standard deviation of 10. The cut scores for the compassion
satisfaction (CS) scale are 44 at the 25th percentile and 57 at the 75th percentile. The cut scores
for the burnout (BO) scale are 43 at the 25th percentile and 56 at the 75th percentile. And, the cut
scores for the secondary traumatic stress (STS) scale are at 42 for the 25th percentile and 56 for
the 75th percentile (Stamm, 2009-2012).
The Interpersonal Reactivity Index (IRI) is a 21-item questionnaire that uses a 5-point
like-type rating scale to examine empathy from a multidimensional perspective (Davis, 1980;
Davis, 1983). The scale was developed to examine the relationship between self-esteem, social
functioning, emotionality, and sensitivity to others Cronbach's alpha was run for each measure
and scores suggest that the items have a high internal consistency for all measures. Cronbach's
Alpha for the PT is 0.777 and for EC scale is 0.530. The IRI has demonstrated good intra-scale
and convergent validity as indicated by correlations with other established empathy scales
(Davis, 1980). The IRI had been validated cross culturally with the Italian population (Albiero et
al., 2006) and the Spanish population (Mestre, Frías-Navarro & Samper 2004).
A revised version was used in this study, examining only two of the dimensions
(perspective taking and empathic concern) after a strategy used by White (2012) in her study
examining compassion fatigue among professional medical interpreters.
The Brief Trauma Questionnaire is a 17-item, dichotomous questionnaire developed
for use by the by staff at United States Veteran Affairs National Center for PTSD. The BTQ is a
10-item self-report questionnaire derived from the Brief Trauma Interview (BTI; Schnurr, Spiro
III, Vielhauer, Findler, & Hamblen, 2002). This questionnaire purpose is to assess exposure to
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traumatic events described in Criterion A.1for the diagnosis of PTSD in the DSM-V. In a study
conducted by Schnurr and colleagues (2002), Kappa coefficients examining internal reliability
for the presence of trauma meeting DSM-IV criterionA.1 were above .70 (range = .74-1.00) for
all events except illness (.69) and "other" life-threatening events (.60). Criterion validity
demonstrated that PTSD symptom severity was related in expected ways to two measures
derived from the BTI.
The original plan was to use the BTQ to assess traumatic exposure and the dimension of
criteria A for PTSD in DSM-V in the study sample. However, a typographical error in the online
version of the questionnaire altered the meaning of column B and C question modifiers, and the
results could not be used.
Qualitative Measures
Most of the qualitative measures were within the Work Environment questions were
removed at the request of BHCHP. However, one question, which was optional to complete,
asked participants to speak about their experiences working with the homeless population as it
relates to their own compassion fatigue and compassion satisfaction.
Participants
Demographic data for participants were analyzed using descriptive statistics. Forty-four
subjects completed the questionnaire successfully. The age of respondents ranged from 21 to 69
(N=44, m=40.39 years). The number of months worked with the homeless population ranged
from 3 months to 30 years (N=44, m= 9.01years, mode=2.5 years). Participants work sites
included Medical Team (n=24), Behavioral Health (n=10), Case Management (n=3), Financial
(n=3), Administration (n=3), Management (n=1), and Oral Health Team (n=1).
Years in the homeless workforce. 45.5% of respondents have worked in the homeless
workforce less than 5 years (n=20), 31.8% for 5 to 15 years (n=14), and 22.7% for more than 15
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years (n=10). Years worked and ages are protective factors in developing compassion fatigue
(Stamm, 2010). As helping professionals aged and work in their specific field longer, supportive
and protective factors such as developing personal coping skills and identifying their support
network become stronger with age and years worked in their desired field.
Education. In this sample, 4.5% of respondents hold a high school diploma as their
highest form of education (n=2), 4.5% of respondents obtained their associates degree (n=2),
34.1% of respondents hold their bachelors degree as their high degreed received (n=15), 43.2%
of respondents obtained their master's degree (n=19), 6.8% of participants obtained their
doctorate degree (n=3), and 6.8% of participants obtained their professional degree or other form
of education (n=3).
Departments. In the survey that participants completed, subjects identified which
department they work for at BHCHP. 54.5% of participants worked on the medical team (n=24),
22.7% of participants work within Behavioral Health (n=10), 6.8% of participants work for Case
Management (n=3), 6.8% of participants work within the financial department (n=3), 4.5% of
subjects are part of administration (n=2), 2.3% of respondents are part of management (n=1), and
2.3% of participants are working with the Oral Health Team (n=1).
Strengths and Limitations of the Methods
Strengths. The primary aim of this study was to explore a methodology for examining
protective and risk factors for the development of compassion fatigue (CF) among helping
professionals in the homeless workforce. Collaboration with Boston Healthcare for the Homeless
Program was invaluable in this effort; the study could not have been completed without the
agency support. Standardized tools were used in the study which provides an opportunity to
compare study findings with previous studies.
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Limitations. The primary limitation was the small sample size. Cells could not be
created to compare groups on many of the organizational dimensions of the study. In addition,
objective dimensions of the work environment could not be explored in this study and the
inclusion may have identified protective factors in the work environment that would have been
of value to agency planners.
Methodological bias. The study's methodology had biases. First, selection bias was
generated since this sample was relatively small in size and was nonrandomized. In addition,
potential participants were limited to those in one agency, and only those with the time and
interest to participate, and who had access to a computer with internet could participate. This
researcher is limited experience with the population being studied which may have led to the
possibility of neglecting to ask questions about certain aspects of the participants' experiences
out of bias caused by his own personal experiences and identity. In order to be mindful about
this, this researcher connected with several helping professional working with the homeless
population during the development of the survey to gain a better understanding of what questions
would be most relevant for this population. This researcher agreed to and signed the BHCHP
Research Department Confidentiality Agreement (Appendix C) in order to conduct the research
at Boston Healthcare for the Homeless. Some conditions of that agreement affected data that
could be collected.
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CHAPTER IV
Findings
Quantitative Data
This cross-sectional, exploratory study examined the phenomena of compassion fatigue
and compassion satisfaction in a workforce specializing in the care of homeless adults and
families. The study survey the workforce at BHCHP asking questions about empathy,
Compassion Fatigue, and compassion satisfaction, and demographic characteristics. Responses
to the IRI (empathy) and ProQOL sections of the survey were scored using strategies specific to
each scale (Stamm, 2010; (Davis, 1980).
Compassion Fatigue Frequencies
Individual scores for the three domains of compassion fatigue (CF) scale were scored
using published strategies (Stamm, 2010). Raw scores were converted to T-scores for each of the
three sub scales: Compassion Satisfaction (CS), Burnout (BO), and Secondary Trauma (STS) in
order to be able to scale the results to standardized measures:
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Table 1
ProQOL: Compassion Satisfaction, Burnout, and Secondary Trauma T-Scores (CF),
______________________________________________________________________________
Scales

N

Mean

Median

Range

Compassion Satisfaction

40

50

50.05

29.12-69.08

Burnout

40

50

49.74

24.57-68.62

Secondary Traumatic Stress

38

50

49.90

30.14-73.60

______________________________________________________________________________
Stamm in the ProQOL manual describes for each subscale where the T-Scores would fall
in the bottom quartile (25th Percentile), the mean (50th percentile) and the top quartile (75th
percentile) (2010). The mean of the Compassion Satisfaction (CS)sub-scale for this sample falls
within the average level (50th percentile) of CS, while the range of scores is in the 25th percentile
to the75th percentile.
The T-Scores for Burnout (BO) falls in the average level (50th percentile) of Burnout,
while the range of scores is in the 25th percentile to the 75th percentile of Burnout. Lastly, the
mean of Secondary Traumatic Stress, the second domain of Compassion Fatigue, is also in the
average level (50th percentile) of Secondary Traumatic Stress, while the range of scores is within
is in the 25th percentile to the 75th percentile of Secondary Traumatic Stress.
The Interpersonal Reactivity Index (IRI) Frequencies
Totals were computed for the IRI creating ratings for the dimensions of perspectivetaking (PT) and empathic concern (EC). The higher the score, the greater the presence of the
dimension (Davis, 1983).

26

Table 2
Interpersonal Reactivity Index (IRI :) Empathy Scales, (N = 44)
______________________________________________________________________________
Scales

Mean

Median

SD

Range

Perspective Taking (PT)

19.83

19.83

3.48

14—26.83

Empathic Concern (EC)

22.23

22.00

3.72

15—34.00

______________________________________________________________________________
Higher scores on PT are hypothesized to be a protective factor in the development of CF.
Lower scores for EC are also hypothesized as protective factors in the development of CF, but
higher scores of EC are hypothesized to be associated with higher scores or work satisfaction
(compassion satisfaction subscale).
From the data collected, T-test, One Way ANOVA, and 2 tailed Pearson r tests were
performed. T-test and one way ANOVA were used to explore significance differences between
the three subscales of the ProQOL (compassion satisfaction, burnout, and secondary traumatic
stress), and groups created from demographic data. Grouped data includes: a) work setting, b)
working at one site vs. many sites; c) working at the main sites vs. satellite sites; d) number of
work sites; e) direct care role vs. other role; and f) supervisory role vs. non-supervisory role.
A t-test was run to assess differences in secondary traumatic stress (STS) scores among
direct care and non-direct care staff, with direct care staff having a lower mean STS score
(m=51.58) than indirect staff (m=36.56) (t(36)=3.170, p=.003, two-tailed),
Pearson’s correlations (2-tailed) were conducted to examine the association between
compassion fatigue subscale t-scores (CS, BO, STS) and work-force characteristics such as
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lifetime months worked in the homeless workforce, hours worked per week, and time spent
providing face-to-face services. No significant association was found.
There was a significant positive correlation between work satisfaction (CS) and average
hours worked per week (r=.415, p=.009, two-tailed). No association was found between lifetime
months in the homeless work force and compassion fatigue subscales.
Table 3
Lifetime months worked in the homeless workforce
______________________________________________________________________________

Scale

Pearson Correlation

Sig. (2-tailed)

Burnout:

r(38 ) = -.031,

p=.848

Secondary Stress:

r(36) = -.059,

p=.725

Compassion Satisfaction

r(38) = -.070,

p=.688

______________________________________________________________________________
A significant positive weak correlation between Compassion Satisfaction (CS) and the
Empathic Concern (EC) was found (r=.364, p=.021, two-tailed).
Table 4
Relationship between ProQOL sub-scales and Empathic Concern Scale
______________________________________________________________________________
Scale

Pearson Correlation

Sig. (2-tailed)

Burnout (BO)

r(39) = -.123,

p=.456

Secondary Stress (STS)

r(37) = -.116,

p=.493

Compassion Satisfaction (CS)

r(40) = .364,

p=.021

______________________________________________________________________________
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Qualitative Data
Participants were asked if there was anything else from their experiences working with
the homeless population that they would like to add. Of the 44 participants, 13 answered the
optional question. Themes most often noted were the importance of self-care and the feelings of
frustration when trying to navigate government sponsored programs on behalf of clients.
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CHAPTER V
Discussion
Overview
Several significant findings emerged in the study that was not expected. Based on the
literature review it was hypothesized that burnout and secondary trauma scores would be
impacted. However, this group had low burnout (BO) scores and low secondary trauma (STS)
scores, both falling in the bottom 25th percentile. Direct care staff had significantly lower STS
scores than indirect. Similarly, professional satisfaction scores for the sample fell in the bottom
quartile. Job satisfaction was positively impacted by the average hours worked per week.
The literature suggests the greater exposure to clients for whom themes of crisis,
suffering and distress are common would be associated with greater secondary traumatic stress
and burnout scores. However, our findings suggest that additional factors mediate this response
in this sample. Recent work by Ferris et al. (2016) suggests that mission identification is a potent
mediator of the potentially negative effects of difficult work environments. While this
dimension was not explicitly explored in this sample, participants were from a single program,
the Boston Healthcare for the Homeless, an organization whose history and contributions to the
care of homeless adults and families have set standards for such programs. Our results also
suggest that some personal characteristics of the worker may also impact stress scores and we
recommend that both of these dimensions be included in future studies of this population.
This study supports literature on the association between compassion satisfaction (work
satisfaction) and empathic characteristics of the individual worker. Stamm (2010) has identified
a similar pattern and elaborates further on the link between empathic concern and compassion
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satisfaction. He used the analogy of helping professionals who work with burn victims. Initially
with this difficult work environment, high exposure to trauma is present, causing an increase in
feelings of burnout and secondary traumatic stress. However, the longer one stays with the same
patients and population, opportunities emerge where progress and good work can be experienced
by the helping professional. This leads to increased levels and development of compassion
satisfaction increase with positive interventions.
This study demonstrated an important relationship a between compassion satisfaction
scores (CS) and the average hours worked per week, but in an unexpected direction (r=.415,
p=.009, two-tailed). Research suggests that prolonged and frequent exposure to traumatic
experiences expressed by patients can lead to burnout, secondary traumatic stress, and vicarious
trauma (Figley, 2002; Stamm, 2010; Winter, 2012; Devilly, Wright, &Varker, 2009). For this
sample, the more time spent per week with patients the higher levels of satisfaction (CS). Future
studies should consider and examine how patients' suffering can inspire and provide staff to
work on behalf of their clients. When a client enters a Boston Healthcare for the Homeless
program (BHCHP) their issues of homelessness are salient; staff exposure to the suffering
associated with homelessness is clearly at work. As employees and staff members the suffering
and trauma of their patients is also salient. Witnessing this human experience and having space
and support to act can generate and increase levels of work satisfaction (CS) and mediate
development of burnout and secondary stress.
The mission of the pioneering organization where this study was conducted is committed
to serving homeless individuals and families with high quality healthcare, advocacy, and mental
health services (BHCHP, 2014). Someone who chooses to work at this organization is also
choosing to serve that mission, promoting a strong organizational identity. Ferris and colleagues
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found that “a mediating role for organizational identification, such that recognizing suffering
predicted greater identification with the organization, which fully mediated the relationship
between suffering and job satisfaction, and also between suffering and burnout” (Ferris et al.,
2016, p.1). They coined this as the "Florence Nightingale effect." The results of our study
support this observation. Themes of alignment with patients and rewarding experiences to work
with the homeless population emerged. One helping professional stated that "It is a privilege.
The vast majority of patients are very grateful for the care they receive. I have a positive
professional relationship with the majority of my vulnerable patients." These theme support both
the quantitative data and Ferris and their colleagues' (2016) novel finding of the "Florence
Nightingale' effect".
Research suggests that institutional support for self-care is also an important and effective
tool to reduce and maintain low levels of compassion fatigue and this was supported by narrative
comments of participants in our study. Participants elaborated on their coping strategies such as
taking space, self-care, and identifying limits of helping professionals.
Strengths and Limitations
Strengths There are several strengths that add to this study's success. Having the
opportunity to conduct this study at Boston Healthcare for the Homeless (BHCHP) was a
privilege. BHCHP is a nation-leading integrated healthcare provider serving over 12,000 patients
across Eastern Massachusetts. With a workforce of over 400 employees, being able to conduct a
study within the agency provided access to helping professionals providing direct care to patients
who are experiencing homelessness daily was a gracious opportunity to have them participate in
this study.
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Another strength of this study was adapting the survey from the previous pilot study
conducted by White (2012) in her study piloting measures to examine CF among professional
medical interpreters. In addition, the use of a well validated measure for the components of CF
allowed us to examine study results against know dimensions. Adding more sections for an open
response section, a limitation noted by White in her study, provided space to speak to the
participants’ experiences. Lastly, this study was able to add to the growing field of compassion
fatigue and supported the more recent novel finding of "Florence Nightingale' effect" (Ferris et
al., 2016).
Limitations The limitations of this study are worth noting for the future research done in
this field. Both analysis and generalizability of the study findings are limited by the small sample
size which did not permit exploration of some of the study objectives.
Another limitation of the study was created by the way the IRI and the Brief Trauma
Questionnaire (BTQ) were presented online. Due to human error, one question was missing from
the final version of the IRI in the online survey, resulting in a decreased Cronbach's Alpha.
Additionally, the BTQ was not translated accurately when added to the online survey resulting in
the inability to use the data given by participants. This limited the analyses related to prior
exposure to traumatic events that was part of the original design.
Lastly, due to the nature of the impact of compassion fatigue on work, potential
participants (agency staff) who may have been experiencing CF may not have been able to
participate in the study because of their high levels of burnout and secondary traumatic stress.
This argues for a more systematic approach to recruiting homeless workforce employees in
future studies.
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Implications for Social Work
Social workers, as part of the homeless provider workforce, are also a population at risk
for developing compassion fatigue. This project has the potential to better inform social workers
about these risks. In addition, social workers are in a position to provide support to their
colleagues. Finally, as therapists for other professionals, it is critical for clinical social workers to
develop a framework which includes research-based information about the impact of compassion
fatigue. It is hoped that findings from the study will be used to support further research and
inform social workers' evidence-based practice with this vulnerable population..
Recommendations for Future Research
After conducting this research, there are several suggestions this researcher has to
improve this research and to add to the examination of work-related stress. Examining the work
environment is crucial for identifying protective and risk factors within the workplace and can
provide valuable guidance to program managers. I would also recommend the inclusion of more
open-ended questions to allow more space for participants to speak to their own struggles and
triumphs.
Future studies would benefit from focus groups to identify important issues that may fall
outside of the current theoretical scope of variables to be considered in examining work-place
stresses. Given that there is a strong interaction between workplace variables such as case load
and the types of support and education that are available to staff, it is inevitable that the
variability in workplace characteristics is likely to vary across organizations.
Inclusion of a standardized measure of prior personal exposure to life threatening events
is likely to improve our understanding of the complex interaction between personal and
workplace contributions to development of CF. In addition, we do not have a standardized tool
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with which to examine caseload stressors in the clinical workplace. Such a tool would be very
helpful in untangling contributions to personal satisfaction and stress in the workplace.
Finally, collaborative projects such as this one are extremely important to research in this
complex area. Such collaborations provide a rich opportunity to expand our understanding of
these complex phenomena while also providing valuable information for program development
that supports the needs of both staff and patients.
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APPENDIX A:
SMITH COLLEGE HUMAN SUBJECTS REVIEW COMMITTEE
APPROVAL LETTERS

School for Social Work
Smith College
Northampton, Massachusetts 01063
T (413) 585-7950F (413) 585-7994

February 5, 2016
Joshua Beebe
Dear Joshua,
You did a very nice job on your revisions. Your project is now approved by the Human Subjects
Review Committee.
Please note the following requirements:
Consent Forms: All subjects should be given a copy of the consent form.
Maintaining Data: You must retain all data and other documents for at least three (3) years past
completion of the research activity.
In addition, these requirements may also be applicable:
Amendments: If you wish to change any aspect of the study (such as design, procedures, consent forms
or subject population), please submit these changes to the Committee.
Renewal: You are required to apply for renewal of approval every year for as long as the study is active.
Completion: You are required to notify the Chair of the Human Subjects Review Committee when your
study is completed (data collection finished). This requirement is met by completion of the thesis project
during the Third Summer.

Congratulations and our best wishes on your interesting study.
Sincerely,

Elaine Kersten, Ed.D.
Co-Chair, Human Subjects Review Committee
CC: Elizabeth Irvin, Research Advisor
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School for Social Work
Smith College
Northampton, Massachusetts 01063
T (413) 585-7950 F (413) 585-7994

February 26, 2016
Joshua Beebe
Dear Josh:
I have reviewed your amendments and they look fine. The amendments to your study are
therefore approved. Thank you and best of luck with your project.
Sincerely,

Elaine Kersten, Ed.D.
Co-Chair, Human Subjects Review Committee
CC: Elizabeth Irvin, Research Advisor
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APPENDIX B: I
NFORMED CONSENT MATERIALS

2015-2016

Consent to Participate in a Research Study
Smith College School for Social Work ● Northampton, MA
………………………………………………………………………………….
Title of Study: Compassion Fatigue Among Helping Professionals Working within the Homeless

Community
Investigator(s): Joshua Beebe, Smith College MSW Candidates, Smith College School for Social Work,
jbeebe@smith.edu
………………………………………………………………………………….
Introduction
You are beinginvited to participate in a researchstudythat examines the experiences of
professionalswhoworkwithadults and familieswho are experiencinghomelessness.
Weaskthatyoureadthisform and askany questions thatyoumay have beforeagreeing to participate in the
study.
Purpose of Study
The purpose of the studyis to examine the phenomena of compassion fatigue
amonghelpingprofessionalsworking in the homelesscommunity. The study has been approved by the
Smith CollegeSchool for Social WorkHumanSubjectsReviewCommittee. The data
collectedfromthisstudywillbeused to completemyMaster's in Social Work (MSW) thesis and the
resultsmaybepublished or presented to professional meetings.
Description of the StudyProcedures
If youagree to be in thisstudy, youwillbeasked to do the followingthings:take a 30-45 minute online
anonymoussurveyasking about yourexperienceworkingwithindividualswho are
experiencinghomelessness.
Risks/Discomforts of Being in thisStudy
There isis a chance thatsome participants mayfeelsomediscomfort as a result of participating in the
survey. Participating in thissurveycouldraise a participant’sawareness about possible
personalexperiencewith compassion fatigue. A list of educational and support resources about
compassion fatigue and self-care are listed at the end of thisInformed Consent and you are encourage to
reviewthem.
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Benefits of Being in the Study
The benefits of participation are to gain insight and having an opportunity to talk about issues thatmaybe
important to yourwork life. The benefits to social work/society are to broaden the understanding of
compassion fatigue withhelpingprofessionalsworkingwithin the homelesscommunity.
Confidentiality
This studyisanonymous. Wewill not becollecting or retainingany information about youridentity or
yourwork site. All data willbeaggregated in reports to furtherprotectrespondents’ confidentiality.
Payments/Gifts
You will not receiveanyfinancialpayment for your participation.
Right to Refuse or Withdraw
The decision to participate in thisstudyisentirely up to you. You may refuse to take part in the study at
any time withoutaffectingyourrelationshipwith the researcher or with Smith College, or
withyour employer. Yourdecision to refuse will not result in anyloss of benefits (includingaccess to
services) to whichyou are otherwiseentitled. You have the right to not answerany individual question, as
well as to stop the survey all together at any time. If youchoose to stop your participation, simply close
the form on your computer. Data you enter will not beretainedunlessyou go to the last page of the survey
and click "DONE." Once you have clicked "done" itwill not be possible to withdrawfrom the study. This
isbecause participation in the studyisentirelyanonymous and wewould not have anyway of
knowing which data wereentered by you.
Right to Ask Questions and Report Concerns
You have the right to ask questions about thisresearchstudy and to have those questions answered by me
before, during or after the research. If you have anyfurther questions about the study, at any time feel free
to contact us, Joshua Beebe at jbeebe@smith.edu. If you have anyotherconcerns about yourrights as a
research participant, or if you have anyproblems as a result of your participation, youmay contact the
Chair of the Smith CollegeSchool for Social WorkHumanSubjectsCommittee at (413) 585-7974.
Consent
By clicking the "I Agree" button below, you indicate that you have decided to volunteer as a research
participant for this study, and that you have read and understood the information provided above. You
may print a copy of this form to keep for your records.
I AGREE
I DO NOT AGREE
………………………………………………………………………………….
EDUCATIONAL RESOURCES
http://www.compassionfatigue.org/pages/symptoms.html
http://www.giftfromwithin.org/html/What-is-Compassion-Fatigue-Dr-Charles-Figley.html
RESOURCES AT YOUR WORK SITE
BHCHP maintains a free Employee Assistance Program (EAP) accessible through Human Resources.
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